Objective. This study examines perceptions of persons who experienced a medical error and elements that may serve to open communication with those who experienced a medical error in Japan.
Introduction
The number of medical lawsuits in Japan has approximately doubled in the last 10 years [1] . Based on recent media coverage of medical error events, ineffective communication between persons who experienced medical errors (including harmed patients and family members of patients who were seriously harmed or died), and medical providers (the medical provider(s) directly responsible and other providers involved in the case) appears to exacerbate rather than repair the initial damage caused by the medical error [2 -7] . When medical providers fail to communicate with those who experience a medical error and meet their needs, unexplained and unexpressed feelings and emotional reactions may prompt them to take aggressive actions, such as contacting the media and filing lawsuits [2 -7] .
To promote effective resolution in medical error cases, it is important to for providers to communicate with affected individuals. But if such communication is to be effective, it is crucial to understand the needs of those who experience a medical error. In this study, resolution is defined as reaching a psychological stage, without lawsuits and other legal resolution processes, in which a patient and/or family members can accept the occurrence of a medical error, maintain a relationship with the providers to work together for an agreeable closure of the error case, and move on to the next stage. Through the introduction and popularity of 'When things go wrong' [8] in Japan, approaches for appropriately handling medical error situations such as apologizing, sharing truthful information, and imroving the system to prevent future damage, are well known. However, it is still unclear how to use these approaches in Japan.
The way of apologizing is traditionally and academically recognized as the most important cultural factor in Japan. A straight-forward apology without an explanation is considered an appropriate way to resolve any adverse event in Japanese culture [9 -12] . Although Sugimoto [11, 12] briefly described that an explanation with apology is controversial, the necessity of detailed explanation is still uncertain. Among the medical dispute cases that were covered recently in the media, Japanese persons who experienced medical errors felt they did not receive appropriate apologies from medical providers [2 -7] .
Few studies have investigated whether these elementsapology, truthful explanation and corrective actions-are applicable in Japan, and whether independent variables, including demographics such as hospital size, cause of the medical error and the outcome of disability, make any difference. Although full disclosure seems to be a popular way of handling medical errors in other nations, especially the USA [8] , it is unclear if those who have experienced medical errors in Japan want to be informed of the circumstances of a medical error; when it is appropriate to deliver such news; and, if they do wish to be informed, who is the appropriate person to do it.
When medical errors occur, perceptions of the experienced seem to create complex, inexplicable emotions. Mullett [13] describes shifting moral perspectives of a person who experienced an adverse event including an anguished awareness (moral sensitivity); the start of accepting the incident and reformulation of actions and thoughts of the experienced (ontological shock); and reconnection with society and searching for 'a collective understanding of transformative possibilities within a given social context' ( praxis) 
Methods
Based on definitions currently used by Japan's Ministry of Health, Labor and Welfare and the Japan Medical Association, and taking into consideration definitions from the Institute of Medicine, this study defines medical errors as injuries caused by failures of planned medical actions. The errors include non-negligence that is not preventable, and negligence, which includes a missed diagnosis, using an inappropriate approach to achieve a medical goal, and other management failures [14 -16] . This study focused only on errors that harmed patients and were recognized by either the patient or the provider. Errors without any harm were excluded from this study. Participants of the study groups included patients harmed and family members of patients who were severely harmed, such as coma and death, and thus unable to answer the questionnaires; and lay persons who did not experience medical errors. For the exploratory studies, the researchers conducted interviews, using open-ended questions, with three physicians, one mediation specialist and three persons who had experienced medical errors. Findings from these exploratory interviews were reflected in the questionnaires used in the subsequent study, especially in the needs (apology, truth, corrective actions and communication) and other variables [17] . For quantitative research, two types of questionnaires were used: one for the experienced in which outcomes included death, coma, paralysis and serious infections such as hepatitis C and human immunodeficiency virus; and another for the non-experienced. On the advice of the interviewees as well as support group representatives who have worked with the experienced, the questionnaires were not piloted in order to spare their sensitivities.
Questionnaires
The questionnaires for those who experienced medical error and those who did not included the following queries: whether the respondent wants to be informed of the occurrence of medical error; when it is appropriate to disclose such information; and who should explain the adverse events (Appendix 1). Furthermore, the questionnaire for those who experienced medical error consisted of demographics and characteristics of the error cases. The questionnaire also asked what elements mitigated their negative feelings and promoted resolution (Appendix 2). For those questions, a 5-point Likert scale was used to establish ordinal position of responses when examining complex issues, such as medical error communication [18] .
Sampling for questionnaires
Questionnaires were distributed to subjects aged 18 years and older. All participants remained anonymous and participated voluntarily after being given information on the purpose of the research. For the questionnaires to those who experienced medical error, this study used purposive sampling through support groups following a typical sampling approach used in victimization research [19] . Researchers contacted designated representatives of 10 support groups. Four support group representatives agreed to cooperate and 80 questionnaires were provided to these representatives for distribution. Each representative distributed the questionnaires to group members from whom they felt it would be appropriate to request responses. Thus, participant confidence of the experienced in the questionnaire's confidentiality and anonymity was ensured; nevertheless, the representatives' selection of participants could introduce bias in this study. It also limited the number of experienced participants.
To gather information from members of the general public who had not experienced a medical error, 300 questionnaires were distributed by mail, in person and through e-mail covering major Japanese cities: Tokyo, Osaka, Nagoya and their metropolitan areas; and the rural townships of Fukuoka, Shimane and Miyagi using snowball sampling. Because of a still relatively rigid social structure governing what is considered polite and appropriate in Japan [20] , it is considered morally difficult in Japan to ask questions about unpleasant events, such as a medical error, to passers-by in public areas, such as at train/metrostations or malls. Researchers asked recipients of the survey to self-select and answer the appropriate questionnaire based on whether they had experienced a medical error or not.
Key demographics between groups in research studies should be comparable; however, information regarding medical errors and malpractice claims is confidential in Japan [21] , and it was difficult to identify enough medical institutes and individuals who experienced medical errors. Medical providers were not intentionally excluded because health professionals as patients may also experience medical error.
Analysis
Data from both groups examining whether participants want to be informed of the adverse event, timing of the disclosure of a medical error and who should break adverse news were compared using Fisher's exact tests. The confidence interval was 95% (P-value ¼ 0.05).
For responses from the experienced participants, Kruskal -Wallis and Wilcoxon rank-sum tests were conducted to investigate the effect of each attribute on actions possibly taken (apology, truthful explanation, corrective actions and communication). When Kruskal -Wallis tests revealed that the overall difference was statistically significant, Scheffé tests were conducted to investigate the association between attributes of the experienced (age of injured patients, causes of medical errors, hospital size and whether or not they received prior information about medical risks), as well as possible actions taken (apology, truthful explanation, communication and corrective action). For data analysis, the researchers used the software packages of SAS 9.1.2 and 9.1.3 versions from SAS Institute, Inc., North Carolina, USA.
Results
Of 80 questionnaires distributed through support groups to those who had experienced medical errors, 50% of questionnaires were returned: males, 30% and females, 70%. The average age of respondents who experienced medical error was 53.6 years. Their demographics and the characteristics of the adverse medical outcomes are shown in Table 1 . Among those who had not experienced medical error, 66.6% of 300 distributed surveys were completed: males, 31.2% and females, 68.8% (two responses lacked gender and age). The average age of these latter respondents was 47.7 years.
Appropriate timing and personnel to disclose an error
Results showed that 95% of those respondents who experienced a medical error and 80.6% of other respondents wanted to 'be informed' of the medical error. As for the timing of the disclosure, 77.5% of those respondents who experienced a medical error wanted to be informed 'immediately after the error' and 46.1% of wanted to be informed 'after a patient's stabilization'. Among respondents who had not experienced a medical error, 65.7% wanted to be informed 'immediately after the error' and 55.3% preferred to be informed 'after a patient's stabilization' ( Table 2) .
Regarding the person who should explain the occurrence of an error, 57.5% of respondents who experienced a medical error agreed that the explanation should be given by 'a senior person' at the medical institute, such as a departmental chairperson or the institute's president; 50.0% agreed that the explanation should be given by 'the attending physician in the presence of the directly responsible medical provider'. Among those who experienced a medical error, 60.0% disagreed that the explanation should be given by 'the directly responsible medical provider' ( Table 2) .
In contrast, 87.6% of respondents who had not experienced a medical error agreed that if an error occurred an explanation should be given by 'the directly responsible medical provider'; 65.7% agreed that it should be given by 'the attending physician' and 70.6% disagreed that the explanation should be given by a 'senior person' at the medical institute. All differences showed statistical significance in the Fisher's exact test (,0.001) ( Table 2 ).
Factors to promote resolution
Some factors did mitigate the negative feelings about medical error. Among respondents who had experienced a medical error, 48.8% agreed that an 'apology' and 38.5% agreed that truthful explanations' helped mitigate negative feelings, while an equal number (n ¼ 15) disagreed with this approach. Results showed that 28.2% agreed that 'communication' and 35.9% agreed that 'corrective actions' helped mitigate negative feelings. Kruskal -Wallis tests showed that the effect of the age of the harmed patient on 'apology', and the effect of both explanations prior to procedures and the relationship between the medical provider and the experienced respondent on communication were statistically significant, respectively (Table 3) . Scheffé tests for pair-wise comparison of age groups showed that those 66 years of age and older were more likely to expect apology than adults 65 years of age (mean difference of 21.83; 95% CI 23.18 to 20.49). Apology did not have statistical significance among other pairs compared.
To promote resolution, out of 40 experienced respondents, 35% agreed apology; 33.4% agreed with 'truthful explanation'; 28.2% agreed communication and 28.9% agreed corrective actions. For each possible action identified, one-third of the experienced respondents agreed that each would be helpful, one-third disagreed and one-third indicated that they did not know. When the effect of attributes on possible actions to promote resolution was investigated using Kruskal -Wallis tests, the experienced ('self ' or 'family member') showed statistical significance on communication (P ¼ 0.0231). Whether the experienced respondents received 'explanation prior to procedure' showed statistically significant effect on apology (P ¼ 0.0418) and corrective actions (P ¼ 0.0423) as well as severity of the medical error with communication (P ¼ 0.0147) ( Table 4) .
Discussion
This study was designed to enhance our understanding of the communication process needed to assist in developing mutually beneficial resolution between medical providers and those who had experienced a medical error in Japan. In this study, those who had experienced a medical error and those who had not agreed that a medical error should be disclosed 'immediately after' the error occurred or as soon as a patient is stabilized but not later. The two groups, however, differed on who should be involved in breaking the news.
Those who had not experienced a medical error may have viewed it as a sincere gesture if the directly responsible provider handled the adverse event. However, the person breaking the news needs to be credible as a message source in order to initiate communication [22] . For those who experienced a medical error, the credibility of the responsible medical provider seems to have already been lost when he/she caused the error. The presence of a higher ranking individual can address this lost credibility and also increase the level of formality and trustworthiness, which is appropriate in Japanese society [23 -25] . When those who experienced a medical error feel ready to meet the directly responsible provider, his/her presence along with a senior official would be viewed, in Japanese culture, as an expression of sincerity and taking responsibility for the situation [11, 12] .
Both groups seem to prefer direct discussions with medical providers at the initial stage. Delegating this task to a third party, such as a lawyer, may reduce immediacy and lead to incorrect assumptions about the medical providers, such as an attempt to evade responsibility [26, 27] . Therefore, a third-party delegation would not be recommended when initiating communication in a medical error situation in Japan.
Traditionally, in Japanese culture an apology should be repeated without an explanation [9 -12] . In contrast to this belief, this study showed that an apology alone did not fully mitigate negative feelings of those who experienced a medical error and might not help them move toward a resolution. The use of apology should not be overlooked, but neither should it be given too much importance in the resolution process. Timely and repeated apologies in ongoing communication and/or in conjunction with concrete actions, such as explaining the truth and discussing corrective actions, is needed to bring about a mutually beneficial resolution [11] . Emotional management seems to be a private endeavor, and perhaps there is little or nothing that medical providers can do to speed the process of emotional healing. Medical providers may need to take the first step to apologize and let the experienced know that they would like to continue communication as long as necessary. For promoting resolution, when the experienced attempt to interpret what has happened to them, they start focusing on the details of the adverse event and want answers to questions that arise [13] . This psychological stage would be the time to explore resolution. In this stage, listening to the providers' one-time explanation of what happened and how it will be corrected in the future did not seem enough to bring about acceptable resolution. Those who experienced a medical error seemed also to expect access to open, continuing communication from the providers whenever they needed it. If the providers' manner of interaction with the experienced can meet this group's expectations, the experienced is more likely to communicate with providers and internalize their messages [28] .
Discussing corrective actions may help the experienced to verbalize their thoughts and core beliefs. Furthermore, the discussion can allow both sides to create a communicative environment and work together toward the same goal. This can also help to restore a trusting relationship between the parties [28] . When those who have experienced a medical error can continuously confirm their trust through interactions, they are likely to become more comfortable with the resolution process. In Japan, the perspective of those individuals who have experienced a medical error has not been much explored and therefore has had scant influence on the management of medical error cases and healthcare policies. When a medical error occurs, management of the event has depended on the use of apology without explanation, with the involvement of certain experts, such as mediators or lawyers, even at the beginning stage and a resolution in the courts. For those in Japan who have experienced a medical error, these ways of management do not seem to arrive at a satisfactory resolution. It seems they prefer instead to explore resolution with the involved providers; therefore, continuous communication is important for them. This way of managing medical error cases could also be applicable in other countries that are susceptible to legal resolutions.
This study indicates that in Japan, those who have experienced a medical error support the factors of apology, truthful explanation and corrective actions, which are recognized as effective in the USA [8] . However, to put these factors into practice, the psychological stages of these individuals and their changing emotional states and perspectives should be taken into consideration. Implications from this study could also apply to others with similar cultural tendencies or in situations where professionals in other countries are exposed to patients from such cultures.
